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INTRODUCTION:  Epigastric  hernia  is  a  rare  form  of  ventral  hernia,  occurring  along  the  linea  alba  anywhere
from  the xiphoid  process  to  the  umbilicus.
PRESENTATION OF CASE:  We  present  the case  of  a 19-month-old  boy  with  an  epigastric  hernia  who  under-
went  a single-port  laparoscopic  repair  using  an  epidural  needle.  A nonabsorbable  suture  was  threaded
through  an  epidural  needle,  with  one  end of the suture  threaded  back  through  the  needle  tip  to  make  a
loop.  The  loop-shaped  suture  was  left in  the  abdominal  cavity  through  the  rectus  muscle  at  the  site of
the  defect.  Another  suture  was  inserted  into  the  looped  suture  through  the opposite  rectus  muscle.  The
loop  was  pulled  taut and  the  defect  was  closed  by tying  the  suture  extracorporeally  with  a subcutaneouspigastric hernia knot.
DISCUSSION:  In  epigastric  hernia,  the  surgical  technique  involves  overlapping  muscle  layers,  and  currently
laparoscopic  surgery  is introduced  to repair  the  hernia  defect.  Laparoscopy  is a minimally  invasive  method
of  repairing  epigastric  hernias.
CONCLUSION: The  epidural  needle  proved  a simple  and  cosmetically  acceptable  device  with  which  to
close  the  epigastric  hernia  defect.
gical © 2012 Sur
. Introduction
Epigastric hernia is a rare form of ventral hernia, occurring along
he linea alba anywhere from the xiphoid process to the umbilicus.
entral hernias are typically repaired by open surgery or laparo-
copically, either with primary suturing or by using a synthetic
aterial such as mesh. This article presents a case of single-port
aparoscopic repair using a unique and a minimally invasive tech-
ique.
. Presentation of case
A 19-month-old boy with an epigastric hernia underwent a
ingle-port laparoscopic repair using an epidural needle. When he
as one year old, he was transferred to our hospital because of
bdominal protrusion. He was otherwise asymptomatic, at least
here was no mentation of pain, and then he was followed up at
utpatient clinic. An abdominal protrusion was measuring 5 mm
etween the xiphoid process and the umbilicus an epigastric defect
n the linea alba was present, 3 cm cranial to the umbilicus, mea-
uring 1 cm × 1 cm.  The protrusion had recently been increasing in
ize, which caused of the indications for surgery.
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The abdominal wall defect was marked preoperatively. A 5 mm
trocar was placed through an infraumbilical incision and an oper-
ative laparoscope introduced. The abdominal wall defect was  not
able to be detected by inspection with the laparoscope, but after
subcutaneous saline injection at the site of the defect, the peri-
toneum was  easily observed to be protruding inward (Fig. 1a). A 2-0
nonabsorbable suture was threaded through a 20 G epidural needle
(out-diameter, 0.88 mm;  length, 80 mm;  Hakko Co. Ltd., Japan). One
end of the suture was threaded back through the tip of the needle,
and the resulting looped suture and epidural needle together were
pierced through the skin and rectus muscle at the site of the her-
nia defect (Fig. 1b). The epidural needle was  then removed, leaving
the loop-shaped suture in the abdominal cavity. Using the same
skin site, the epidural needle was then passed through the oppo-
site rectus muscle, into the loop-shaped suture (Fig. 1c). Another
suture was  inserted through the epidural needle and the needle
was again withdrawn (Fig. 1d). After the loop-shaped suture was
pulled up against the abdominal wall, the defect was reapproxi-
mated by a single extracorporeal knot (Fig. 1e). A total of 5 sutures
were then placed in this manner, covering the hernia defect, with
subcutaneous knots (Fig. 1f). Total operative time was 73 min. The
patient made a full recovery with no complications. On the three-
month postoperative follow-up, the wound showed well-healed
repair without recurrence.
Open access under CC BY-NC-ND license.3.  Discussion
When epigastric hernias are present, they are usually present
from birth and may  heal without treatment as the infant grows
NC-ND license.
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tFig. 1. The defect was closed by tying the suture extracorporeally with a su
nd the abdominal muscles strengthen. About 10% of all primary
ernias consist of umbilical and epigastric hernias, and epigastric
ernias are present in approximately 3–5% of the adult population.1
bout 20% of epigastric hernias are multiple. The recurrence rate
f epigastric hernia after surgical repair is 10–20%. This high recur-
ence rate may  be partly due to the surgeon’s failure to recognize
nd repair multiple small defects.
In children, 4% of all evaluated hernias are epigastric.2 When
hildren present with a herniated mass in the epigastrium, it is
ither symptomatic (abdominal wall pain or tenderness) or enlarg-
ng. In general, the surgical technique involves overlapping muscle
ayers. If the defect in the muscle is small, it may  be closed by
uturing. For large defects, suturing is not adequate and a mesh
raft will be used to cover the hole. In generally, epigastric hernias
hat are this close to the umbilicus can be done in open techniqueneous knot using an epidural needle with laparoscopic single-port access.
by making an incision in the umbilicus and tunneling/retracting
the skin cranially. On the other hand, one reported open surgical
technique for repairing an epigastric hernia involves the umbilical
sliding-window procedure, directly closing the hernia oriﬁce.3,4 In
this procedure, however, it is difﬁcult to be sure of the operative
ﬁeld when the defect is located far away from the umbilicus, at
the xiphoid process for example. Epigastric hernias that are even
further away from the umbilicus are good candidates for a laparo-
scopic repair. In the typical laparoscopic procedure, 2 or 3 ports
are used to repair the defect.5–7 Anadol and associates described
a single-port laparoscopic repair using a special device such as
a suture passer.7 When we mark the site of the hernia defect
from the outside, hydrodissection of the peritoneum by saline was
used. Local anesthestic might be useful to potentially decrease pain
instead of saline.
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. Conclusion
The epidural needle proved a simple and cosmetically accept-
ble device with which to close the epigastric hernia defect.
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